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How ironic it is that we should be prese nting
the team concept of anesthesia practice at a conference whose format is " What Is New in Anesthesiology. " Ironic because the team concept is not new in
medicine in 1972. It has evolved in many areas
with outstanding success in all. For example: coronary care units could not function so efficiently and
excellently without teamwork; patients requiring
acute and chronic respiratory care would probably
be doomed without a team of physicians, nurses ,
and technicians; and stroke victims requiring the
expertise of the physician during the acute phase of
their illness, could not realize their full potential once
again without a team of nurses, speech therapists,
physical therapists, and other Allied Health Professionals. So also in anesthesiology, the concept of a
team of anesthetists and anesthesiologists must
evolve to enable us to adequately meet the needs of
our consumer-the patient.
Let us for a moment digress and think about
the patient, after all he is the reason why we do
what we do. Have you noticed how sophisticated
he has become lately? Insurance companies certainly have. No longer are we afforded the luxury of
mysticism in medical practice. Medical knowledge,
little as it may be, is possessed by a significantly
greater segment of the population than ever before.
The patient now demands his money's worth from
the high cost of medical care. Magazines and newspapers, such as the Wall Street Journal, with their
tremendous circulations make sensational headlines
about the occasionally disastrous, albeit rare, effects
of drugs or therapy. When reading such information,
the patient more often than not becomes actually
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more misinformed than informed. Nevertheless, he
takes this information (or misinformation) to the
hospital with him practically demanding that we
guarantee him safe passage through his illness.
Anesthesiology has by no means been able to
escape the well-informed patient. In fact, it seems
to me th at as a specialty we have been practically
singled out by the intellectual patient and his attorney. With the increasing onslaught of medical
pseudo-education available to the consumer and our
lack of ability or de sire to set the record straight
for him , our clinical judgment in many instances is
in jeopardy of being compromised by our legal
judgment. Because of the more sophisticated consumer and the trend towards team medicine in general, it is absolutely essential that where physicians
and nurses work together to deliver this health care
se rvice they do so as a team.
Unfortunately, the team concept is not commonplace in anesthesia today. This situation preva ils because relations between the anesthesiologist
and the anesthetist have not been good over the
years. Anesthesiologists have claimed that they
should be the only professionals to deliver this type
of health care; nurse anesthetists have made similar
claims. Anes.thesiologists have not enjoyed the prestige that their colleagues in surgery or other specialties have received. After all, what self-respecting
doctor would want to devote his professional life to
the same task that could be performed just as well
by a nurse? On the other hand, nurses have not enjoyed the greatest acceptance into the specialty by
their colleagues who, to this day, do not consider
schools of anesthesia as offering post-graduate nursing education. Animosity and bad relations have
through the years been the rule rather than the
exception betwee n CRNA's and M.D. 's. In many
local areas today , nurse anesthetists feel threatened
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by the presence of anesthes iologists and vice ve rsa.
We cannot deny that in so me areas the re is good
reason fo r these fee lings to ex ist. Un ethic al p ract ices
on the part of both groups have not served any
benefici al purposes except th ose of th e p ractitioners.
In 1970, the Americ an Soc iety of Anesthes iologists invited seve ral nurse a nesthetist educ ato rs
to participate in a sy mposium conducted at the
annu al meeting. I was honored to have bee n the
first speaker on th at progra m, and at th at time I
saw great hope fo r the future inte rrelati o ns of our
respecti ve groups. My view has not c ha nged in 1972 .
R ecent steps taken by both the A merican Assoc iation of Nurse Anestheti sts and the Am eric an Society
of Anesthes iologists to assure better relati ons between the two have co nvinced me that a tea m of
well-t ra ined nurse anesth eti sts and anesthes iologists
is the single best a nswer to the ch all enges th e future
will bring.
The trend towa rd development o f p rograms
to train nonprofessional anesthes ia technicia ns to
supply manpowe r in thi s health ca re a rea is in my
opinio n an unnecessa ry endeavor a nd a mi stake.
There is no shortage o f applicants to our p rogra m
fo r nurse anestheti sts, and I a m sure this situ ati on
exi sts in most other schools as well. There is, howeve r, a limit to ava il able space in all schools,
and thi s will probabl y co ntinue as long as the teac her
short age ex ists a nd until mo re faciliti es are co nstructed . Th e establishm ent of technical programs to
educ ate ass ista nts whose functions a re limited , backgrounds di ve rse, moti vati on uncert a in, a nd whose
pl ace is still ill-defined is beyond my co mprehension.
Anesthesiology is the one speci ality which has
had fo r yea rs ph ysici ans' idea l ass istants but has
failed to utili ze them . Nurse anesth eti st p rog rams
have evolved to high degrees o f excell ence th rough
th e efforts of many talent ed indi vidu als, a nd th e full
potenti al of these p rograms is still to be reali zed. The
awarding of an ac ade mic degree in conjun cti on with
professional certi fica ti on is now a reality. This trend
must and will co ntinu e. U niversity offi cials are
now beginning to recogni ze th eir obliga ti on to
educate as well as train nurse a nestheti sts so th at
they may not onl y be prepa red fo r clinical p ractic e,
but also be qu alified by degree to teac h oth ers in
the fi eld. In short , the nurse anestheti st and anesthes iologist learnin g toge th er and practi cing togeth er are
th e future of anest hesia hea lth ca re delive ry in thi s
country.

How is suc h a team to be suddenly implemented after yea rs of indifference? Th e a nswe r is
both compl ex a nd simple. It requires maturity and
a rea li za tio n of limit ati ons, ca pabilities, and potenti al of all membe rs of the group .
Just as a fo otball tea m requires a quarterback
to call signals and make pl ays, so the an esthesia
team requires a leader. The qu a rterb ack of the anesthesia team is acknowledged to be the phys ici an;
howeve r, without linema n for defense and pass
rece ive rs to ca rry the ball , the qu arterback would
not get ve ry fa r befo re being inund ated by the
oppos ing line. In our anesthes ia team, the nurse
anestheti st backfield oft en c arri es the ball. Neve rtheless, we must never fo rget th at in all successful
football teams the qu arterb ack has been not only a
pl aymake r, but also a scrambler who is capable and
willing to take th e ball downfie ld himself.
The Anesthesiologist. An important part of
res idenc y tra ining, it would seem to me, should be
spent in learning how to supervise. This is the most
neglected ph ase of res id ent te achin g, but its importance mu st not be und erestim ated . All too oft en
the a nes thes iolog ist find s himself in a situation where
he is responsible for two or three operating roo ms
at one time. If he has ex perienced thi s during hi s
res idenc y, he will be much better prepared to act
as the consult ant and oversee r of the anestheti sts
who a re actually admini sterin g th e anesthetic s. I
submit th at it is muc h mo re difficult to supervise
two or three anesthetic administrati o ns than to be
respo nsible fo r the ac tual admini stration of onl y o ne.
If th e anesthesiologist is to be a n effective
su pe rvisor, he mu st be an acco mplished clinician.
C urrentl y, most residenci es o ffer an abund ance of
clini cal ex pe ri ence, thereby meeting thi s requirement. The a nesthes iologist mu st kn ow the probl ems
of the indi vidual patients whose a nestheti cs he is
supervising. This knowledge can be ga ined during
the preoperati ve visits. He mu st be able to id entify
which of the se pati ent s is most lik ely to require the
cl osest attention. Fin ally, he mu st know the limitati o ns and capabilities of the indi vidu al a nestheti st
ass igned to admini ster the a nesthetic s. This all impo rt ant knowledge will enable him to provid e all
of th e pati ents with th e best poss ibl e care ava il able.
Te aching the res id ent to supervi se would be
best acco mpli shed in the latt er pa rt o f the fin al year
of a two- or three-yea r res id ency. At this tim e. th e
clinical ex pe rie nce should be adequ ate and the
kn ow ledge of indi vidu al capabilities should be kn own.
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It would probably be best to assign the resident
supervisor to cases which would be performed by ex' perienced staff members rather than other students
or residents in the department. Experienced staff
members are generally more mature, and rapport
with them can be established more easily than with
students who may not readily accept supervision by
someone other than the clinical instructors and attending physicians with whom they are accustomed
to working. Also, the beginning supervisor should not
have the added burden of work ing with inexper ienced
persons while he himself is learning. In my opinion,
teaching proper clinical supervision to residents is
a necessary part of anesthesia education and a must
if the team concept of anesthesia care is to be
successful.
The Nurse Anesthetist. With the organization
of colleges of Allied Health Professions, nurse anesthetist programs have finally found a place where
they can grow and develop independently, yet in
conjunction with the university. A program based
in Allied Health can offer students the benefits
of university level basic science courses for which
academic credit can be awarded. No longer must
the nurse anesthetist program be chained to the
hospital where the temptation is to utilize its
students to provide service in return for education.
The potential for obtaining federal funding for such
programs is yet to be put to the full test; however, a
program structured within the university will be in an
extremely good position to obtain such funding when
it is available.
I am, of course, vitally interested in sound
education for nurse anesthetists . I am devoting my
professional life to seeing its development progress.
At the Medical College of Virginia, we are committed to elevating standards for nurse anesthetist
education. With the cooperation of the University
officials, we are seeking to develop a meaningful
curriculum around which we will train and educate
the nurse anesthetist of the future at the baccalaureate level. My colleagues in similar positions
are no less dedicated. We foresee the day when all
Schools for Nurse Anesthetists will have faculties
trained at the university-based schools, with the
credentials to provide sound educational experi-
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ences for their students. We foresee the day when all
nurse anesthetists will be assured of equivalent education. We encourage the cooperation and guidance
of the American College of Anesthesiologists to play
a greater role in the development of these programs.
It has been said that an anesthesiology residency cannot be successfully conducted within a
hospital where nurse anesthetists are also being
trained . I believe we have shown that it can be
done. If anything, dual programs can serve to reinforce and complement each other, and it is the most
practical way to develop the attitude of team practice at an early stage. Nurse anesthetists and resident s trained together quickly see the advantages
of each other. This serves to develop a healthy attitude among the trainees working together.
Currently, our nurse anesthetist program requires a two-semester intensive basic science course
during which clinical experience is limited to developing basic techniques. Following this, the students' education is oriented to the clinical situation
where they spend a period of one year administering
approximately 750 anesthetics. The clinical instruction also includes affiliation with community and military hospitals so experience may be gained with all
types of anesthesia techniques in various environmental situations. We would like to think that this
program will serve as a model for emerging university-based programs. At the same time, however,
we stand ready to learn from others if such learning
will improve our standards.
In summary, I call upon anesthesia educators
to abandon technician-training programs and instead
help us develop nurse anesthetist programs to a
higher level nationally. Let us remove our finger
from the panic button and begin working together
as a team , acknowledging our shortcomings and limitations. The time for us to establish the strongest
possible ties both in our educational systems and
our service-oriented institutions is right now. Mutual
respect and cooperation are the keys to a smooth,
efficient operation of an anesthesiologist-anesthetist
team. And finally, let us be certain that the next
meeting with the format of "What Is New in Anesthesiology" does not require a lecture on the anesthesia team.

